Patients with rheumatoid arthritis (RA) characteristically present with painful swollen hands and feet due to synovitis of their small joints. Lymphoedema of the limbs can be an added complication in a small number of cases. Lymphoedema of the upper limbs was first reported in RA by Kalliomaki 19 it affected the upper limbs and in four the legs. It is more common in men; there were seven men out of the 13 cases for which the sex was known. It is not related to seropositivity for rheumatoid factor. There is no definite correlation with .disease activity; although some cases have quite active RA, others have relatively mild disease. It usually develops in middle aged patients with RA. Sometimes it occurs early in the course of RA, and it-has been seen in several patients within the first year of disease. In others, however, the lymphoedema developed after more than a decade of RA; the longest duration was 12 years. It is a chronic condition and only five out of the 23 cases showed any improvement with time and treatment.
The first report by Kalliomaki and Vastamaki described two Finnish women in middle age with seropositive RA. ' Their lymphoedema showed no obvious response to diuretics, steroids, or other drugs. These workers used lymphoscintigraphy with radiolabelled colloidal gold; the colloidal gold is injected subcutaneously and enters the lymph ducts and passes on to the regional lymph nodes.6 In normal subjects active accumulation is seen in the axillary nodes. Kalliomaki and Vastamaki found no uptake of colloidal gold in the axillary nodes of the affected side, which suggested a local lymphatic blockage.
In some patients other mechanisms may lead to swelling of the forearms. Macfarlane and Van der Linden have described swelling in one man due to leaking olecranon bursitis. Abnormal fibrinolytic mechanisms in RA might also play a part by leading to lymphaic obstruction.
Most reports have included lymphographic studies. We only undertook this in two cases and the investigation was unsuccessful. The findings on lymphography are usually of dilated proximal lymph vessels, extravasation of contrast material and dermal reflux. We felt that the clinical picture was characteristic and that lymphangiograms were unpleasant, and not necessary for management. The lymphangiograms undertaken in the patients with RA and lymphoedema reported previously' 5 suggest that the principal cause of the lymphoedema is blockage of the deep lymph vessels. Grillet and Dequeker considered that the process might have been due to an inflammatory lymphangitis, which is similar to the vasculitis of RA. The evidence for this is weak, and an alternative possibility is that there are reduced numbers of lymphatics in rheumatoid patients, which can readily become obstructed by fibrin and related products. In either case there is no defmite improvement after aggressive treatment with steroids, slow acting antirheumatic drugs, and cytotoxic agents. We recommend conservative management of such patients with limited investigation. 
